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Pre-Anaesthetic Medical History & Consent

It is important that all the questions in this form are answered accurately to ensure optimal care and your safety. This information will become part of your medical record and will remain confidential in accordance with our privacy policy. You will be asked to sign the consent form on the day of treatment.

ATTACHMENTS:

	
	Dental Treatment Plan & Consent
	
	What is Sleep Dentistry
	
	Your Role in the Anaesthetic


PATIENT’S PERSONAL DETAILS _________________________________________________________

	Surname


	Mr / Mrs / Miss

Ms / Dr

(Please Circle)
	Other Names


	D.O.B


	
	Age
	
	Height
	
	


EMMERGENCY CONTACT _______________________________________________________________

	Name


	
	
	
	Relation


	Tel (Home or Work)


	
	Tel (Mobile)
	
	Primary Language


MEDICAL PRACTITIONER or PHYSICIAN ___________________________________________________

	Physician’s Name


	
	Tel


ALLERGIES ___________________________________________________________________________

	Are you allergic to Penicillin?
	NO
	
	YES
	
	

	
	
	
	
	
	

	Are you allergic to latex (Rubber)?
	NO
	
	YES
	
	

	
	
	
	
	
	

	Are you allergic to any other substance or medicine?
	NO
	
	YES
	
	

	
	
	
	
	
	

	If Yes, please state which:
	


MEDICATION & PROSTHETICS____________________________________________________________

	Are you taking any drug , pill or medicine?
	NO
	
	YES
	
	


Please list your medication:

	


	


	Do You Have:
	Dentures?
	NO
	
	YES
	
	

	
	
	
	
	
	
	

	
	Loose Teeth?
	NO
	
	YES
	
	

	
	
	
	
	
	
	

	
	Crowns / Bridges?
	NO
	
	YES
	
	


RECENT HEALTH ​​​​​​​​​​​​______________________________________________________________________

In the last 6 months have you had any of the following SYMPTOMS:
	
	NO
	YES
	
	
	NO
	YES

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Cough
	
	
	
	
	
	
	
	Indigestion
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Breathlessness
	
	
	
	
	
	
	
	Bruising
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Palpitations
	
	
	
	
	
	
	
	Fits or Blackouts
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Heart Murmur
	
	
	
	
	
	
	
	Infection
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Chest Pain
	
	
	
	
	
	
	
	Clots
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Cold
	
	
	
	
	
	
	
	Flu / Influenza
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	


MEDICAL & HEALTH HISTORY ___________________________________________________________

Please indicate if you ever had or suspect of having any of the following CONDITIONS:
	
	NO
	YES
	
	
	NO
	YES

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	High Blood Pressure
	
	
	
	
	
	
	
	Asthma
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Angina
	
	
	
	
	
	
	
	Chronic Bronchitis
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Heart Attack
	
	
	
	
	
	
	
	Tuberculosis
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Cardiac Surgery
	
	
	
	
	
	
	
	Diabetes
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Rheumatic Fever
	
	
	
	
	
	
	
	Kidney Disease
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Endocarditis
	
	
	
	
	
	
	
	HIV / AIDS
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Excessive Bleeding
	
	
	
	
	
	
	
	Hepatitis
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Stroke
	
	
	
	
	
	
	
	Glaucoma
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Epilepsy
	
	
	
	
	
	
	
	Bone Disease
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Pneumonia
	
	
	
	
	
	
	
	Scarlet Fever
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Anaemia
	
	
	
	
	
	
	
	Gout
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Heart Murmur
	
	
	
	
	
	
	
	Clots or DVT
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	


If you ticked Yes to any of the above Conditions or Symptoms, please provide further details:

	


	


	Do you have any other serious illness?
	NO
	
	YES
	
	

	
	
	
	
	
	

	If Yes, please provide details:
	


	


	


RECREATIONAL _______________________________________________________________________

	Do you smoke?
	NO
	
	YES
	
	

	
	
	
	
	
	

	If Yes, how many per day?
	


	Age when you started smoking?
	
	
	When was your last cigarette?
	


	How often do you consume  alcohol?
	
	
	
	
	

	
	
	
	
	
	

	Never
	
	Occasionally/Socially Only
	
	2-4  times per week
	
	Daily
	
	


	Age when you started smoking?
	
	
	When was your last cigarette?
	


	Do you take recreational drugs?
	NO
	
	YES
	
	

	
	
	
	
	
	

	If Yes, please describe and state if Intravenous?
	


PREVIOUS OPERATIONS ________________________________________________________________

	Please list previous operations
	


	Were there any complications?
	NO
	
	YES
	
	


	Have you, or anyone in your family, ever had any complications with anaesthetics?
	
	
	
	
	

	
	NO
	
	YES
	
	


GOING HOME __________________________________________________________________________

You must have a person to pick you up after any form of sedation. It’s both a legal & medical requirement.

	Name of person picking you up
	


	Mobile No.
	
	
	Work Tel.
	


	Address where you are staying after surgery
	


REQUEST FOR SURGICAL PROCEDURE ___________________________________________________

PATIENT RESPONSIBILITY & COSENT STATEMENT _________________________________________

I, (patient / parent / guardian) ______________________________________________________________

Of (address) ___________________________________________________________________________

1. CONSENT TO SURGICAL PROCEDURE & COSTS

I consent to the following proposed procedures: ________________________________________________
______________________________________________________________________________________

To be carried out upon (self / patients name) __________________________________________________

By (dentist/surgeon name) _________________________________________________________________

The full nature, risks, complications, and benefits have been clearly explained to my satisfaction.

I also consent to the administration of anaesthetic, medicine or any other forms of treatment that would be normally associated with this procedure.

I understand that the treatment plan may need to vary due to circumstances at surgery. I agree to any such variations where it is deemed to be in my best interests.

I also understand that although the procedure will be carried out with all due care and professionalism, in some cases the expected result may not be achieved. I have had the opportunity to ask questions about this procedure and am satisfied with the information I have received.

Should any person sustain injury from any needle / instrument used during my procedure or admission to this surgery, I consent to a blood sample being taken for testing. 

2. CONSENT TO ANAESTHETIC PROCEDURE & COSTS

I understand the anaesthetic will be administered by ____________________________________________

I consent to the administration of anaesthetic by the anaesthetist named above

I understand that the cost for Sleep Dentistry is split into three categories:

· The Facility Fee – $180.00 per hour. This is billed by the clinic based on the estimated length of the procedure and is due on the day of treatment.

· The Dental Treatment – as outlined separately on my treatment plan.  This is also due on the day of treatment.

· The Anaesthetic  Fees – this will vary according to the actual length of time of the procedure and is also due on the day of treatment. It will be billed separately by the anaesthetist as follows:

Time

Recommended Rate
Reduction Amount
1Hour

$756


$635

Thereafter



$500 per hour.

· I understand that the reduction amount is only offered for full payment on the day of surgery by charging the credit card below

· I understand that there is a Medicare rebate towards the anaesthetic account, and that I may be entitled to a further rebate if I exceed the safety net in any calendar year.

I authorise for the appropriate reduction amount to be charged to my credit card following my surgery
Payment Type (insert ☑)

Visa

M/C

Amex


Card Number








          Exp               /

3. ACKNOWLEDGEMENT

I acknowledge that,

· I completed this form to my best knowledge

· I have read the information provided in the brochure entitled ‘What is Sleep Dentistry’

· I have read the information provided in the form entitled ‘Your Role in the Anaesthetic’

· I understand that failure to make a full disclosure may place me (or the above named patient) at undue medical risk
4. DECLARATION

I consent to services, procedures and payments noted above. I understand, acknowledge and accept that I am financially responsible for the services provided for my self or the above named patient, regardless of insurance coverage, Medicare benefits or tax refunds.
	Signed


	
	Date















































TO BE COMPLETED BY SURGEON


I, ( dentist / surgeon ) _____________________________________________________________


have discussed with the patient / parent / guardian the nature of the existing condition, treatment alternatives and the benefits, risks and possible complications of the proposed procedures.





The proposed procedure are ________________________________________________________


_______________________________________________________________________________


_______________________________________________________________________________


_______________________________________________________________________________





To be carried out upon (patient’s name) _______________________________________________





Signature ___________________________________________   Date ______________________














































































































